Sir,
Pseudocirrhosis is an unusual complication that develops postchemotherapy, typically in patients of breast cancer with multiple liver metastases. We present a recent such case from our institute.
A 35-year-old female patient with carcinoma of the right breast had undergone right modified radical mastectomy and adjuvant chemotherapy and radiotherapy. She had hormone receptor-positive and Her2-negative disease. She subsequently presented with increasing bone pain 4 years later. An 18 F-fludeoxyglucose positron emission tomography/ computed tomography ( 18 F-FDG PET/CT) done at that point of time showed extensive liver metastases with multiple skeletal lesions [ Figure 1 a and b]. The patient was treated with palliative radiotherapy for painful sternal and vertebral bone metastases. Palliative chemotherapy was started with gemcitabine and carboplatin for two cycles, after which chemotherapy was stopped due to poor hematologic tolerance. Evaluation revealed bone marrow involvement with disease. She was put on hormonal therapy with letrozole. Subsequent 18F-FDG PET/CT was done 7 months later as the patient presented with distention of the abdomen and ascites. The CT showed significant loss of volume of the liver with nodular contour and capsular retraction over multiple places. Evidence of portal hypertension was also noticed in the form of collateral vessels and ascites along with the development of splenomegaly. Multiple new lytic bone lesions were also noticed in the PET scan [ Figure 1c and d]. Subsequent attempts at chemotherapy with cisplatin and capecitabine commensurate with the liver dysfunction and the bone marrow compromise that the patient had was also ill-tolerated. She had progressive liver failure and succumbed to the disease 10 months after the diagnosis of the metastatic disease.
Development of nodular contour of the surface of the liver is termed pseudocirrhosis. However, this term is an apparent misnomer as the patients develop all the signs of liver cirrhosis with hepatic dysfunction, portal hypertension with lobular contour, shrinking of the liver capsular retraction, and splenomegaly. Young et al. [1] showed that nodular regeneration of the liver with compression and atrophy of intervening parenchyma without fibrosis could be a possible factor for this appearance. However, few studies have also demonstrated desmoplastic reaction surrounding the tumor as a possible cause. [2] In another case report, Christina et al. [3] gave histological evidence of intrasinusoidal infiltration of the tumors resulting in features of cirrhosis in a patient with metastatic breast cancer. Direct toxic effect of the chemotherapeutic drugs is also a possible mechanism. Qayyum et al. [4] have shown that morphological changes in the liver can be appreciated in approximately 75% of the patients of breast cancer with liver metastases following chemotherapy. However, development of portal hypertension is infrequent. In their extensive research, Adike et al. [5] have enlisted only eighteen publications in addition to theirs that describe this phenomenon. The cases described in the literature show increased mortality and morbidity for this subset of the patients, as exemplified by our case, and demonstration of this phenomenon in imaging should alert the treating clinician.
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